intractable congestive failure (17%). Mortality rate was also high in patients with electrocardiographic evidence of right ventricular hypertrophy (7-5%4). Operative mortality was nil in patients aged under twenty years and 1-6 per cent in patients with functional disability of Grade II.
Embolic episodes occurred during or immediately after operation in 4 per cent of the patientsmore often (11%) in those with atrial fibrillation than in those with sinus rhythm (20%). The risk was greatest in patients with a previous history of emboli.
In the series 7 per cent required repeat operation, and four patients have had three operations: 17 per cent of those undergoing a second valvotomy had at the first operation at least one commissure split to the valve ring. The mortality rate of repeat valvotomy was 6 per cent.
The results of operation as assessed at post-operative review are summarized in Fig. 1 . This 6/4 1 2 3 4 5 6 7 8 9 100%-. (1933) observed the prognosis of 1000 medically treated patients with heart disease over a ten-year period (1920) (1921) (1922) (1923) (1924) (1925) (1926) (1927) (1928) (1929) (1930) . From this study it is possible to trace the prognosis of 321 patients who had mitral stenosis (with or without a minor degree of aortic regurgitation) and at the beginning of the follow-up corresponded approximately to Grades II, III, and IV of the New York Heart Association. Olesen (1955) followed 351 medically treated patients with mitral stenosis for periods of up to twenty years, starting from 1933. More recently, Rowe et al. (1960) have reviewed the prognosis of 250 medically treated patients with mitral stenosis over a period of ten to twenty years, starting from 1925. In both these series the criteria used in disability grading corresponded approximately to the grading of the New York Heart Association. It is apparent that comparisons of different series are difficult to evaluate because of the difficulty in obtaining exactly comparable groups.
Prior to the introduction of mitral valvotomy the assessment of the degree of mitral regurgitation associated with mitral stenosis was not considered so important. Because of this many patients of the medically treated series of mitral stenosis may have had a significant degree of mitral regurgitation. A source of error in comparing Grant's series with a surgically treated group is that this medically treated series was composed of ex-servicemen who were being assessed for disability pensions. These patients may have exaggerated their symptoms with resultant classification in higher grades of disability. Another factor complicating comparison is the fact that the prognosis of medically treated patients is gradually improving (Hall et al., 1958) . Table I compares the composition of the present series with those of Grant, Olesen, and Rowe Fig. 2-7 compare the prognosis of the medically treated series with that of the surgically treated group. In Grades I and II the surgical results were somewhat better than the medical results, (Fig. 2) , in Grade III they were better (Fig. 3) , and in Grade IV they were very much better (Fig. 4) . Fig. 2 shows the percentage survival of surgically treated patients whose functional disability before operation was Grade II in comparison with two of the medically treated series, who at the time their follow-up study was started had a similar degree of disability. It will be seen that after six years 92 per cent. of the surgically treated series survived, whereas 83 per cent of Grant's series and 58 per cent of that of Rowe et al. survived. Fig . 5 shows the percentage of patients in functional disability Grade I or II at the review examinations. Patients treated surgically with functional disability Grade II before operation are compared with Grant's medically treated patients who at the start of his follow-up study had a similar degree of disability. The two curves are similar, and after six years 60 per cent of both were in functional disability Grade I or II. The small difference between the two curves may be due to the fact that all patients in functional disability Grade II treated surgically had some additional evidence to suggest high grade mitral stenosis-increased hilar vascularity or electrocardiographic evidence of right ventricular hypertrophy-and so were generally in a more advanced stage of the disease than the patients in Grant's series. Fig. 6 shows the percentage of surgically treated patients in Grade III before operation whose grading had improved to Grade I or II at the various post-operative reviews. At six months 90 per cent were in Grade I or II but after eight years only 22 per cent. No patient in Grant's series initially Grade III improved in grading during the period of medical follow-up. Fig. 7 Apart from the prognosis in terms of survival and of functional disability it is of value to compare the incidence of embolism during the follow-up period in the surgically treated patients with that in medically treated patients. In the present series, the incidence of embolism following operation was small, being 1 8 per cent of 1681 patient years. In Bannister's (1960) study of patients in whom valvotomy was deferred the incidence was 4-9 per cent in 472 patient years. Atrial fibrillation was present with equal frequency in both groups (2800 in Bannister's series; 2700 in the present surgically treated series).
SUMMARY
The results of mitral valvotomy in a series of 598 patients have been compared with the reported follow-up states of patients with mitral stenosis treated by medical measures. The difficulties of such a comparison are noted. The comparison does, however, indicate that patients submitted to surgery have a much better outlook regarding both survival and restoration to reasonably normal health.
The patients in the present series were under the care of Dr. J. F. Pantridge to whom I am indebted for help.
